We describe the teaching programme in ethics, law and communication skills for clinical medical students which is being developed as part of the Oxford Practice Skills Project. These three elements ofpractice are approached in an integrated teaching programme which aims to address everyday clinical practice. The role of a central value ofpatient-centred health care in guiding the teaching is described. Although the final aim of the teaching is to improve actual practice, we have found three 'sub-aims' helpful in the development of the programme. These sub-aims are: increasing students' awareness of ethical issues; enhancing their analytical thinking skills, and teaching specific knowledge.
Introduction
Here are some recent headlines from the British press: When can a doctor kill? Doctors who play God's role; Death wins its debate with life; Jehovah's witness died after refusing blood transfusion; Nineteen arrested in abortion protests; Doctors back right to choose sex of child. Medical ethics is certainly getting a high profile and seems to be becoming more prominent every year. However, if one were to judge medical ethics from the press it would be of relevance only to somewhat esoteric medicine, high-profile, but pretty specialised.
Ethical issues, however, permeate everyday ordinary medicine and in teaching ethics to medical students, or to nursing staff, we should be aiming to improve students' everyday clinical practice. It is the centrality of this practical clinical aim which has affected the particular form which the teaching has taken in the Oxford Practice Skills Project. However, although this practical aim has helped to shape much of the project, we have found that, by itself, it is not enough. We 'patient-centred medicine' particularly helpful.
We have described elsewhere the origins and theoretical basis of the practice skills approach to medical education (1, 2, 3) . In this paper we outline the background to the project and to the concept of practice skills. Then we discuss some of the aims which we have found it helpful to articulate. Finally we indicate some of the ways in which the idea of the 'patient-centred' perspective has influenced our teaching.
Background to the practice skills project
The Oxford Practice Skills Project has been running for three years. Its central purpose is to develop and evaluate a teaching programme for clinical medical students in ethics, law, and communication skills ('practice skills'). The remit of the project is the teaching of clinical medical students. However, our approach is, we think, of relevance also to other health care students and to postgraduates. There is no one right way to deal with the kind of clinical situations illustrated by these two cases. There are many wrong ways, however, ranging from insensitivity through to gross negligence. The practice skills project aims to improve clinical care by developing students' competence in the ethical, legal and communication aspects of medical practice through case-based, practically oriented teaching.
Practice skills course
The main teaching consists of two principal strands: 1) firm-based seminars, combining all three aspects of practice skills; and 2) small-group tutorials which focus on basic communication skills.
The firm-based practice skills seminars are two hours long, with 15-20 students in each seminar. Each student takes part in three seminars in each of the three clinical years. Since there are about 100 students in each year, every seminar is repeated six times a year with different groups of students. The seminars have been enhanced by the use of both 'internal experts' (doctors and nurses working on the firms) and of 'external experts' (lawyers and philosophers). In addition to these seminars a few lectures are given to all 100 students in a year. Table  1 outlines this teaching programme.
The small group tutorials have been developed in collaboration between the practice skills project, Dr Theo Schofield of the Department of Community Medicine and General Practice, and Dr William Rosenberg, the medical tutor. Thirty-six tutors have been trained (two-thirds are hospital doctors and one-third are general practitioners). The students are divided into 14 groups (about 7 students in each group) based on their clinical firm placement, and two tutors are allocated to each group. Each group meets five times during the first clinical attachment (once a fortnight) for one and a half hours. The same arrangement is made during the second clinical attachment. Each student therefore takes part in ten tutorials altogether during his or her first clinical year. We started with the idea that since we were setting up a course which should form part of a core curriculum for all the clinical students the final aim should be to improve the clinical practice of the students in preparation for their becoming doctors. It was clear that we needed to identify 'sub-aims' in order to guide us both in the teaching and evaluation. These sub-aims we saw as intermediate, resulting more directly from the teaching than the final aim, but valid ultimately because they help to achieve that final aim. This scheme immediately raises the question of the nature of the relationship between the intermediate aims and the final aim.
WHAT IS THIE RELATIONSHIP BETWEEN INTERMEDIATE AND FINAL AIMS?
There are two broad types of possible relationship between intermediate and final aims: firstly the relationship might be one of cause and effect; secondly it might be a logical one.
When we first used the schema illustrated above we had in mind that the relationship was one of cause and effect. For example, we thought that in order to improve practice in the relevant ways it was likely to be the case that one must improve the ability of practitioners to think about ethical matters with Most would not, we suspect, see it as their role to try and persuade students that, for example, abortion is either right, or wrong. The task for teachers is to help students to become aware of the issues, to think through the arguments and to make up their own minds. But values are bound to affect the choice of syllabus and of clinical examples, and affect the way in which the teacher challenges the students. The central value in the practice skills teaching is probably best described as a 'patient-centredness'. We have found, as have the developers of the Auckland programme (10) , that this has helped to guide and give cohesion to the teaching programme in a number of ways. We will give some examples.
SYLLABUS AND COURSE CONTENT
Much of what is written in medical ethics concerns rare situations, chosen not because they are typical of commonly occurring situations but because they are philosophically interesting. One might call this 'philosophy-centred' medical ethics. In choosing the syllabus of the practice skills project we specifically wished to address everyday medicine. This wish was related to our desire to try and improve the clinical practice of the students. It is our belief that problematic ethical issues as well as legal and communication issues are a common part of everyday medicine. This by itself is a move away from 'philosophy-centred' ethics but it is as equally 'doctor-centred' as 'patient-centred'.
What is the difference between doctor-centred and patient-centred ethics in terms of syllabus? We suggest that a doctor-centred syllabus focuses on dilemmas. A dilemma, in this sense, arises when a doctor becomes aware of an ethical problem raised by his or her practice. The key thing is that the doctor feels stuck and uncertain. We will give an example. In choosing the content of a seminar on confidentiality we asked students to consider a case history which posed a dilemma. The vignette concerned a man who did not want his wife to know that he was HIV-positive. The central issue for discussion was whether the doctor should breach confidentiality and tell the wife. Most doctors placed in this position would recognise that here is an ethical dilemma, although many doctors might feel quite certain about the right course of action. The seminar consisted of much more than just a discussion of this situation but this was its central focus. At the end of the seminar a thoughtful student said: 'This was very interesting but you failed to address what is the most important aspect of confidentiality: the innumerable breaches in confidentiality which routinely occur throughout this hospital'. This remark led us to re-think the seminar. It led us to ask not only what situations doctors found ethically problematic in their day-today practice, but also what situations and practices raised ethical issues which would be important to patients but which doctors did not notice? The result has been that now the first half of the seminar on confidentiality is a discussion of the kind of breaches of confidentiality which occur all the time and which health care staff rarely notice. The next step, perhaps, should be to try to generate a syllabus directly from patients.
TEACHING METHODS
The patient-centred perspective has also affected teaching methods. This perspective has encouraged us to use methods within our seminar teaching designed to help students understand, and in a controlled way to experience, the patients' position. One method which we have used occasionally and which we would like to develop further is for patients to (11, 12, 13) ), to do this have, on the whole, been encouraging, but it remains very difficult to define and measure clear and reliable outcome measures or to set up educational programmes which are also well designed for measuring effectiveness. We are attempting to develop reliable measures of awareness and thinking skills based on students' answers to brief clinical case-histories. But the relationship between students' answers to written questions and their performance in clinical practice remains quite unclear. This is an area of educational study which requires a great deal of further development.
